MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH L ZE=0225012
DﬂPARTMENT QF PUBLIC HEALTH AND WELFARE / 7 - , J ) A GQTAIQ%M?ﬂoz
Registration District No. — . Primory Registration District No. .___‘ Z_____.I!ggimu‘l Neo. @K .

DO NOT WRITE D "
AMNEND oy
wh

ON THIS STUB

1. PLACE OF DEATH . . 2. USUAL RESIDENCE {Where docesiad lived. If institution; Residence before
&, COUNTY. Si. [ouls - ». STATE mo. b. county  § 2. L"M' _admission)
b. CITY {If outside corporate limits, give TOWNSHIP. only} Length of stay in 1b c. CITY Inside Limits

TowN Overland . . 4 ynd. rowmn OQverdand . - " |Ys & NeD

c. FULL NAME OF (1f NOT in haspital, give location} Inside Limits do. STREET f ocutside, give. i .
HOSPITAL OR ¢ ADDRESS {If outside, give.|ocatian) Reside on Farm

INSTTUTION D7 25 Annapodis Ya [ No[] ' 2735 ﬂmapo,&.d - | Y= O NeQ

3. NAME OF DECEASED First Middls - - st 4, DATE Month
(Typo or print) OF

Fmma ' Brewen DEATH Ma.% 7 OE 7962
5. SEX - - -|-6.- COLOR OR RACE 7. Married Never .Married [ [0. DATE OF BIRTH | ¥+ AGE {lam birthday) [IFFUNDER 1 YEAR | IF i/NDER 24 HR

3 21
B
Widowed ] - Divoresd [ Monthy Days Hours Min.
) =19-78 84
10a. USUAI. OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City.and state or country).| 12. CITIZEN OF WHAT COUNTRY
]
_7_L
2

V5-300
Rev. 4/59

Y iovx
2 tpoy

DATE AMENDED

Day Yaar

during mest of lifs, even if ratired . N
g f)%é’w‘f g 1 e 1 retired) Oun._Home Minelamoite, Mo, th, 5. A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Newton Watts Anna (. Lunsfond _| Chanles A, (ded. )

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT

{Yes, nwg unkmwn)l(lfm,giwg;igdms of servi f\)m /e.el_2735 AW/X)ZM-OV f ;

18, CAUSE OF DEATH (Enter only one causs ‘per line vy —r INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ’ . % ONSET AND DEATH

IMMEDIATE CAUSE (u)

Apedmn b By
Conditions, if mv,] DUE TQ {b} ' ?444,_

10
11

DOCUMENT

which gave rise 10 lﬂ

above couse (a),
stating the under- e
DUE TO () Ml

lying couse lest,

PART Ll. OTHER SIGMUFICANT CONDITIONS CONTRIBUTING TO .DEATH but not related 1o 'rha termingl -PART 1L )f doceasad was female wm'
diuou wpldijion givemin PAIT 1 (»)} thers a pregnancy - in last 90 doys.
- ‘ . ﬁ—;L JoveT Mu_l ] Unknown

19. WAS AUTOPSY | 20a. ACCIDENT s%oe HOMICIDE 20b. DESCRWE HOW INJURY OCCURRED. (Enver nature of injury in PART I or PART Il of item 18.)
PERFORMED? a : .
- YES[J NOf3

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

.20c. TIME OF Hour Month, Dey, Yeer

INJURY_ o - i

MEDICAL CERTIFICATION

A RY OCCURRED 20e. PLACE OF INJURY [e.9., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
&‘dﬂs AT WORK farm, factory, siveet, office bidg.; etc.) R .
-___.——-—'-.-'

NOT WHILE AT WORK [J N _ :
21, I_laﬁnr!dtd the deceased from M'C/ /?\5—7 6‘_—/" ﬂ—'"d last saw Ii;:-'““ on 5..- 9" é a

Desth occurred af 4.'20 A. m- " __m on the date siated above, and to° the:bast of my knowledge, from the ceuses atated.

e I e Y] T ettt AT

Z5s. BORIAL, CREMATION, | 235, DATE L/ Tic. NAME OF cmersuv OR CREMATORY T[ee: tocATioN (cm«. town, of county) ~ (st

R sescif) 5— 73-796_3 Fee Fee (emeteny Bridgeton, Mo.
24. L2 ADDEESS 25. DATE RECD. BY LOC REG. 26 EGlST’.‘ﬂ‘S SIGNATURE

“Bho -
2504 Wood son. m © Ovedand 14, Mo, | 5 =710 =63 «f% '%gz___

(l.l«m-d Embaimer’s Statement on Reverse Sids)

.

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




”

STATEMENT. BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

. or by : Student Embalmer No.

working under my personal supervision.

Student

Signaturs of Student Embalmer

Licensed Embalmer No._ée_ﬁj-_

P. Q. Addre

o,
e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hts OWN HANDWRITING. (Failure to comply
with.the above consfitutes grounds for revocation of license).

If. embalmed by a STUDENT, he also shall sign in his OWN handwrmng. .

i 1h|s body is not embalmed fac’f should be so stated above -




